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Conclusion. Although many faculty members in occupational therapy education programs value clinical practice as a part of their educator role, it is necessary to negotiate responsibilities and rewards to prevent role overload and comply with institutional policies.
FCP is a largely unexplored area in academic programs and in the professional lives of occupational therapy educators. Our experiences with FCP at an academic health center (AHC) highlighted the role conflicts and overload, time constraints, and difficulty in meeting productivity expectations in the clinic and in the university (Hanson, Gibson, & Scoggin, 1997) . The motivation for FCP at our publicly funded university stemmed from decreased financial support for education. Because FCP was an additional rather than an integrated responsibility for us, it disrupted our ability to be successful in an academic setting. Although it did provided limited opportunities for faculty-clinician collaboration (Scoggin & Parks, 1997) , we found that for the most part, FCP negatively affected research production, classroom preparation, and student contact, while creating scheduling conflicts. Yet, in theory, as experienced clinicians we valued the potential benefits of FCP. Therefore, we believed that it was important to understand more fully the implementation of FCP in other occupational therapy academic programs. On the basis of our experiences, we wanted to discover whether funding sources and availability of patients were factors affecting the development of FCP, and we wanted to explore the benefits and drawbacks of FCP for faculty members.
Faculty Clinical Practice in Occupational Therapy
Within the occupational therapy literature, FCP is usually noted for its role in teaching and providing fieldwork opportunities (Kerr, 1998; Klasson & MacRae, 1985; Rydeen, Kautzmann, Cowan, & Benzing, 1995) ; otherwise, the topic has not received much attention. Peloquin and Abreu (1996) suggested that academic and clinical roles in occupational therapy could be successfully combined to benefit the profession. They recommended a number of ways to link the academic and clinical worlds, including the implementation of faculty practice. However, they did not discuss problems we encountered in FCP, such as role conflicts, role overload, and difficulty completing research.
Faculty Clinical Practice in the Nursing Literature
The role of FCP has been extensively discussed (Barger & Bridges, 1987 , 1990 Barger, Nugent, & Bridges, 1992 Broussard, Delahoussaye, & Poirrier, 1996; Budden, 1994; Herr, 1989; . The consensus is that FCP should be an integral part of the nurse educator's role, not an additional responsibility. Additionally, FCP must fit with the university's mission of generating, transmitting, and applying knowledge (Starck, Walker, & Bohannan, 1991) , and it must contribute to the advancement of the discipline (Algase, 1986) and result in research (Budden, 1994; Ford & Kitzman, 1983) . In summary, the goal of FCP in nursing is to go beyond patient care to include research, scholarly outcomes, and the advancement of the profession. Primary reasons for nurses participating in FCP included clinical skill maintenance, personal satisfaction, and improved credibility with students (Just, Adams, & DeYoung, 1989) and reducing the theory-practice gap in nursing education (Baillie, 1994) . Perceived challenges of FCP included misinterpretation of the practicing faculty member's role by academic peers and clinical staff members, the belief that other aspects of the academic role would suffer because of time spent in practice, and limited time devoted to practice (Baillie, 1994) . Additionally, the difficulty associated with completing a doctorate while teaching and practicing was identified (Rodgers, 1986) .
The impact of FCP on faculty has been measured in a variety of ways. Acorn (1991) compared nursing faculty (n = 113) who held joint appointments (clinical and academic) with faculty who held traditional academic appointments. She found no significant major difference between the groups on the levels of role conflict (inconsistencies between multiple roles) and role ambiguity (confusion as to expectation of one's role), scholarly productivity, or job satisfaction. However, joint-clinical appointees experienced considerably greater role conflict compared with role ambiguity, with both contributing to job dissatisfaction and the intent to leave joint appointments. Lantz, Reed, and Lewkowitz (1994) examined conflicting role expectations in joint appointments and described the following problems: the conflict of serving two employers, the need to maintain two sets of professional relationships, the division of time, and the commitment by the administration in supporting both education and service. In fact, Lantz et al. remarked, "It is a commonly heard complaint from faculty with collaborative appointments that they have traded one very good job for two very good jobs, with no additional remuneration" (p. 42).
Another important criterion for measuring the impact of FCP is its effect on research output. The results of the few studies of research productivity are not encouraging. Barger and Bridges (1990) found no evidence that research had increased as a direct result of faculty practice in the 45 nursing schools they surveyed. Acorn (1991) found only a slight nonstatistically significant difference in the rates of research production favoring the joint appointment faculty over faculty on traditional appointments.
Our experiences with FCP paralleled many of the difficulties documented in the nursing literature. Nonetheless, there were benefits from FCP such as real-life case studies and treatment questions for classroom discussion. We began the process of establishing connections among our research endeavors, current practice, and the classroom. In addition, the students positively perceived the faculty's presence in the clinic. On a first-hand basis, we came to realize that when FCP is successfully integrated into one's academic responsibilities, it can contribute to research and scholarly activities and keep lectures up to date on issues of reimbursement, technology, and treatment interventions. To gain more knowledge about FCP, we undertook a survey of U.S. occupational therapy academic personnel. We wanted to learn about (a) institutional and administrative environments and policies that foster or inhibit the presence of FCP, (b) the reasons for participating or not participating in FCP, (c) how participants in FCP combined FCP and academic responsibilities, and (d) the impact of FCP on participants' professional lives.
Method

Sample and Procedure
A list of accredited entry-level professional occupational therapy education programs was obtained from the American Occupational Therapy Association (1995). All 88 listed program chairpersons were sent a research packet containing a cover letter requesting this response as well as their aid in disseminating a questionnaire to each faculty member. Different questionnaires were included for both the chairperson and the faculty along with return selfaddressed stamped envelopes. Packets were numbered to allow for follow-up; however, the authors remained blinded to the identity of the department and individual respondents. One postcard reminder and two follow-up phone requests were used to encourage a higher response rate.
Instruments
Different questionnaires for the chairperson respondents and faculty respondents were developed on the basis of our experiences and on questionnaires described in the nursing literature (Baillie, 1994; Budden, 1994) . Each version was pilot tested on one chairperson or faculty member. Revisions were made on the basis of their recommendations. FCP was defined on both questionnaires as an arrangement (formal or informal) that exists between a clinical setting and a university that allows faculty to consult and deliver client care resulting in research and scholarly outcomes. Although it is not a prerequisite, revenue is often generated by the FCP. FCP is generally not considered part of the faculty member's teaching and research responsibilities; however, it can be part of the academic contract. FCP is sanctioned by the college or university.
The chairperson questionnaire collected demographics on the occupational therapy curriculum. It then provided the operational definitions for faculty clinical practice and faculty practice plan. The questionnaire was composed primarily of yes and no questions and rankings. Sections included a question regarding faculty time spent in FCP, organization and governance of FCP (20 questions), compensation for FCP (12 questions), population served by FCP (4 questions), and summary and opinion (8 questions).
The faculty questionnaire was based on questions that had arisen from our own experiences as well as Baillies's (1994) qualitative study of 10 nurse teachers and Budden's (1994) work. It contained the definitions of FCP and FPP used for the chairperson questionnaire, a demographic section, and 24 open-ended questions regarding the respondents' experiences and perceptions of FCP and moonlighting. Although the nursing literature on faculty practice pays little attention to what it calls moonlighting, described by Budden (1994) as "where nurse academics practise nursing" (p. 1242), we chose to include questions related to moonlighting in the faculty questionnaire. As occupational therapists, we knew of several colleagues who practiced occupational therapy outside of their roles as faculty members, and we hoped to explore how moonlighting might be perceived as affecting faculty roles. For this study, moonlighting was defined as clinical practice engaged in for personal reasons beyond the auspices of one's primary employer. Examples of moonlighting included a faculty member on a 9-month contract who chooses to work at a clinical job during the summer or a faculty member who provides therapy on his or her own time during the school year.
Data Analysis
Chairperson questionnaires were initially sorted by the presence or absence of FCP. Subsequent tabulation of the responses were then conducted by funding source, either public or private, and the affiliation with an AHC. Response frequencies were tabulated with the Statistical Package for the Social Sciences (SPSS, 1997). Faculty responses were coded and organized into categories to identify emergent themes, which were then tabulated with SPSS.
Results
Thirty-nine of the 88 chairperson questionnaires were returned (44%), as were 162 of the 679 faculty questionnaires (24%). These response rates limited our reporting to descriptive statistics.
Chairpersons' Responses
Of the 39 returned chairperson questionnaires, 25 (64%) were from public universities, and 14 (36%) were from private universities. The distribution of responses from publicly and privately funded institutions was similar to the total population surveyed. Twelve (48%) of the 25 publicly funded universities were affiliated with an AHC, and three (21%) of the 14 privately funded universities were affiliated with an AHC.
Faculty clinical practice was present in 17 (68%) of the public universities and only 6 (43%) of the private universities. FCP was present in 12 (80%) of the universities affiliated with an AHC and 11 (45%) in those not affiliated with an AHC. FCP was most prevalent at publicly funded colleges and universities and in programs affiliated with an AHC. The questionnaires from the 23 programs with FCP were not all complete; therefore, the number of responses are noted for each question individually.
The questions on administration of FCP revealed that 13 of 19 programs reported that faculty members managed their own FCP. Only 3 of 16 programs included FCP as part of the academic contract. With regard to compensation, 15 of 21 academic programs reported that FCP con-tributed to tenure, promotion, or both, with 6 reporting that FCP did not contribute to either. Nineteen of 20 chairpersons reported that release time was given for FCP. Faculty received full financial compensation from practice in only 6 of 17 programs.
Fourteen chairperson rank ordered eight commonly reported purposes of FCP found in the literature (see Table  1 ). It is of note that research, promotion, and tenure, important aspects of an academic career, all ranked in the lower half. The questionnaire concluded with a series of forcedchoice statements regarding FCP. In general, chairpersons believed that FCP contributed to teaching and research; however, the results were inconsistent in recognizing the impact, if any, of FCP on research productivity.
Sixteen chairpersons reported that the reasons for not engaging in FCP included the lack of organizational structure to support FCP, the view that teaching was the primary activity and mission of the university, a faculty shortage and faculty resistance because of time constraints (research and teaching efforts), difficulty obtaining insurance for practice, and competition with university-affiliated hospital-based therapists.
Faculty Member Responses
The 136 respondents who were occupational therapists with primary roles as educators and who provided adequate demographic information were included in the analysis. These respondents represented 46 academic programs, a higher number than the 39 responding chairpersons. This discrepancy in program representation was due to chairpersons and faculty members returning questionnaires individually rather than as the requested departmental packet. Eighty-seven of the 136 faculty respondents represented 30 public institutions, whereas 49 represented 16 private institutions. Fifty-three respondents represented the 18 institutions that were part of AHCs and 83 represented the 28 non-AHCs.
Years in the occupational therapy profession ranged from 1 to 41, with a mean of 20 years. Years teaching ranged from 1 to 30, with a mean of 9 years. The highest educational levels achieved were bachelor's degrees for 6 (4.4%), master's degrees for 93 (68.4%) and doctorates for 37 (27.2%). Forty (29.4%) respondents were tenured. For those 32 respondents who provided information about the time spent in FCP, the amount of time ranged from 30 min to 20 hr per week, with 4 to 8 hrs per week being the most frequently cited response.
The results addressed in this article are based on the following questions related to FCP and moonlighting: 
Which Faculty Engage in FCP
Forty-four (32%) of the 136 faculty respondents had participated in FCP in the past year; 29 worked in public institutions and 15 worked in private institutions. Twenty-six were employed by AHCs, and 18 were employed in non-AHCs. Thirty-two of those who participated in FCP were on 12-month contract arrangements, and 12 were on contracts of less than 12 months. Two FCP practitioners had bachelor's degrees, 36 had master's degrees, and 6 had doctorates. Thirty-two FCP practitioners gave more than one reason why they participated in FCP (see Table 2 ). Reasons for not engaging in FCP in the past year are reported in Table 3 .
How FCP Benefits and Impedes Faculty Members in Their Roles
Benefit categories that emerged as reasons for engaging in FCP, and the percentage of respondents who identified them, include staying current (59%), contacts and networking (27%), personal fulfillment and enjoyment (5%), and personal income (2%). Expectations of department, although one of the reasons given for why faculty engage in FCP, was not identified as a benefit to the educatorresearcher role. The major difference between why faculty engaged in FCP versus the benefits of FCP was the prominence of the additional benefit of credibility in the respondents' explanations. This benefit corresponds to that of teaching in the section describing why faculty members practice, but goes beyond it. Respondents often mentioned having case examples to provide in class but also emphasized the positive effects of FCP on how they and others perceive their roles as educators. Some of the comments included "students continue to regard me as a real occupational therapist," practice "reinforces my legitimacy," and practice "increases credibility with students."
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September/October 2000, Volume 54, Number 5 Responses regarding how faculty clinical practice impedes the role of educator and researcher fell into two main categories: time, scheduling, and role conflict (59%) and does not interfere (39%). Two percent gave no response. The category of time, scheduling, and role conflict included such comments as "divides my time/sometimes diverts my focus"; "takes time away from academic duties"; "difficulty to balance all roles"; "too much to docourse load doesn't take into account the need to remain current in clinical practice"; and "it's time consuming, and not always rewarded from a promotion/tenure point of view." One respondent, who does not currently practice, reported that "it became too demanding and artificial."
Cross-tabulations between demographic variables and responses of those who responded that FCP interfered with the role of educator and researcher revealed that FCP interfered for more of those who worked on 12-month contracts versus less than 12 months, who worked at an AHC versus a non-AHC, and who had master's degrees versus doctorates.
Recommendations for Structuring FCP
Forty-nine (not all were currently engaging in FCP) of the 136 faculty respondents provided suggestions for structuring FCP to best meet the needs of both the clinical facility and program and the faculty member. These recommendations include:
1. Time-provide release time, conduct clinical work in the summer when teaching demands are reduced, practice on an ongoing basis rather than just a few weeks a year, schedule blocks of clinical time from one semester to the next, and leave it up to individual faculty members to organize time. 2. Administration-develop a university or clinical policy, provide administrative support such as secretarial services and malpractice insurance, and establish "good public relations" "to give back to my community" "research subjects/projects come from direct need (identified by providing service)" Enjoy it and professional identity 41 "I love it!" "I enjoy the patient contact" "I enjoy it since I mostly teach" "to feel grounded in the profession" Teaching 25 "current examples to use with students" "bring clinical situations into the classroom" "to improve my teaching skills and real-life stories" "forum to train graduate students from interdisciplinary settings" Personal income 16 "make money to supplement faculty salary" "to augment my salary as sanctioned by college by-laws" Income for and expectations of department 14 "departmental expectation" "to cover for guest lecturers from hospital" "required by college" Note. n = 44. FCP = faculty clinical practice.
Table 3 Educators' Reasons for Not Engaging in FCP
Reason % Examples of Responses No time 38 "Given the research and teaching expectations, there isn't time for it" "I have too much research and scholarly activity to do" "busy completing my PhD" "engaged in full-time teaching-no release time for practice" "heavy teaching load, need research for tenure-no time" "too busy with teaching and family" "prefer to focus my energies on teaching-it's still new to me" No institutionally sanctioned arrangement 35 "mechanism not in place" "not a part of the program" "there are no informal or formal contractual arrangements" Not in job description 8 "not a part of my responsibilities" "not a part of my job contract" "not an expectation" No opportunity in practice area 5 "not available in my practice area" "no appropriate patients-writing grants instead" Specialty area is not a clinical practice area 3 "my practice is education" "my research is the basic scientific study of occupation, not applicable to practice-I believe this is an important contribution in and of itself " Personal choice 2 Note. n = 92. FCP = faculty clinical practice. agreement regarding job responsibilities and goals of practice. Respondents also noted that there needed to be interest and support from college and local facilities and that FCP should be individualized according to the needs of the department and faculty. One respondent suggested FCP "should be part of routine duty/expectation of university/college," whereas another had the opposite opinion, stating that "I wouldn't want the college to be involved." 3. Educator role-make FCP a paid option, give credit for FCP toward tenure, and encourage clinical practice that is more advanced in one's area of interest and expertise. Some respondents suggested that faculty should not be used to "fill in for staff therapists who are beginners" and that the faculty member should be "an expert consultant or research specialist, not a contract therapist." One respondent noted that there needs to be "flexibility on both sides; it must remain a means to an education/professional end, not an end in itself." 4. Researcher role-establish a "clear research agenda so the time invested in the clinic is valued more by the university" and engage the facility clinicians in the total research process, including writing up the results and publishing the research. As one respondent noted, "I find that this is what makes it worthwhile and satisfying for them."
Faculty Moonlighting
Fifty (37%) faculty respondents reported that they had moonlighted during the past year. Thirty-two (37%) respondents employed by public institutions moonlighted versus 18 (36%) in private institutions. Thirteen (25%) respondents employed by an AHC moonlighted, whereas 37 (45%) in a non-AHC moonlighted. Of the 134 respondents who provided information on contract length, 18 (24%) on 12-month contracts moonlighted, whereas 30 (50%) on contracts of less than 12 months moonlighted. Regarding educational level, 3 (50%) respondents with bachelor's degrees, 38 (41%) with master's degrees, and 9 (24%) with doctorates moonlighted. Faculty respondents engaged in moonlighting for the same reasons they participated in FCP, although some reasons were more prevalent than others. Most engaged in moonlighting to stay current (46%) and for personal income (28%). Other reasons included enjoy it and professional identity (12%), contacts and networking (8%), teaching (2%), and expectations of department (2%). Faculty respondents chose not to moonlight for several of the same reasons that they chose not to engage in FCP. The reasons given that corresponded to those for FCP were no time (48%) and personal choice (4%). Other reasons were no interest or need to (7%), not allowed to or not part of the department culture (5%), and prefer to participate in FCP (3%).
For many faculty respondents, moonlighting was seen not only as a means to supplement salary, but also as a means to meet many of the respondent goals similar to those that emerged for FCP. Some respondents also reported that moonlighting allowed them to give back to the community; in several cases, services were provided on a volunteer, rather than a paid, basis. In some cases, there were no institutional arrangements under which to conduct faculty practice or where faculty members enjoyed the freedom and flexibility of moonlighting.
Discussion
Chairperson respondents stated that the lack of opportunity or administrative structure serve as primary inhibitors to FCP. The nursing literature is consistent with these findings. Barger and Bridges (1987) found that public institutions had higher levels of nursing FCP than private institutions. Bellinger, Reid, and Sanders (1985) surveyed 287 colleges and found that only a minority of them had a policy for nurse teachers and that the policies varied widely.
The occupational therapy faculty respondents value clinical practice for the real-life aspect that it adds to teaching, for the increased credibility with students, for its role in enabling the educator to stay current in clinical areas, and for the opportunity it provided to network with clinicians. These responses were consistent with those in the nursing literature (Baillie, 1994) .
For many respondents, clinical practice was an important part of their professional identity. As one respondent noted, "Practice enriches and enlivens my teaching; teaching enhances my practice. I entered the field of occupational therapy to be a practitioner." However, university systems, that evaluate faculty members for promotion and tenure may not value practice as much, or for the same reasons, as occupational therapy academicians. As one respondent noted, "The time spent in practice adds additional stressors. I do not believe practice is given full credit for its power to enrich teaching or drive scholarly activity."
Focused and energized time, rather than hours available on one's schedule, emerged as a key to combining practice with the research and teaching demands of academia. Although some respondents reported that clinical practice contributed to development of research ideas and access to research populations, others reported that they could not participate in practice because it interfered with their need to focus on research. As one respondent noted, If there were practitioners performing day-to-day operations that I as an academician could link with in terms of data gathering/research, then it would be worth my while and energy. Just to treat patients as a way to make [money] for the department is a sad state of affairs.
Although many respondents valued clinical practice as part of their academic role, constraints were often placed on their ability to practice. Some occupational therapy programs are housed in colleges that have not had the need to develop college or university-wide faculty practice policies.
Constraints to FCP included the current shortages of occupational therapy faculty members (Selker, 1994) and pressures to complete doctoral degrees. Many of our respondents were juggling numerous tasks in addition to, or instead of, FCP, including doctoral study, teaching, research, and family responsibilities. As one respondent reported, "Overload committee work (due to faculty shortage and current high faculty and chair turnover)…many teaching and research responsibilities and working to complete my dissertation…that's a very full plate!" Despite these constraints, many faculty members clearly took a proactive stance regarding their belief in the value of combining education and practice, whether it is through FCP or moonlighting. Broussard et al. (1996) noted that "many nursing leaders do not regard moonlighting as true faculty practice, because its nature does not allow the faculty member to impact the system in any significant way" (p. 84). However, our respondents' definition of faculty practice was, in many cases, broader and the integration of practice, education, and research roles were more fluid and less demarcated than presented in the nursing literature. As one respondent noted, our definition gave "a very limited view of faculty practice."
Just as faculty members may serve different purposes, depending on the goals of one's institution, both FCP and moonlighting may serve different purposes for the individual at different times in one's career. For instance, perceived credibility with students and case examples for teaching might be a priority at one stage, whereas developing a research network might be a priority at another stage. We realize the limitation of dividing respondents into "practitioner" versus "nonpractitioner" groupings because many occupational therapy educators move in and out of the faculty-practitioner role at different times throughout their career. With the variety of academic roles and types of colleges in which occupational therapy departments are located, it appears that one model of faculty practice cannot be expected of all educators who practice clinically.
The major difference between our respondents and the nursing literature is in the area of clinical confidence and attitude toward clinical practice (Baillie, 1994; . None of our respondents gave lack of clinical confidence and skill or a negative attitude toward clinical work as a specific reason for not engaging in FCP. However, respondents in the Baillie (1994) and Nugent et al. (1993) studies were addressing other faculty practitioners in general as well as their own personal experiences and attitudes. Additional research is needed to see whether these are actually issues for occupational therapy educators.
Limitations
Although the low response rate to both surveys and the exploratory nature of the questionnaires necessitate caution in analysis, the baseline information collected about FCP can be helpful to occupational therapy academic program administrators, clinicians considering entering the world of academia, and occupational therapy faculty members who are considering engaging in FCP.
Conclusion
Although the use of open-ended questions in the faculty survey limited the potential for statistical analysis, this method enabled respondents to provide their own answers rather than being forced to make choices on the basis of the researchers' assumptions. Of particular importance is that without the prompts of closed-ended questions, respondents identified and described very similar reasons, benefits, disadvantages, and recommendations for FCP as those described in the nursing literature.
More research is needed to explain how practice specifically affects the educational and research productivity of occupational therapy educators, their levels of job satisfaction, and why there is an apparent disparity between department chairpersons' and individual faculty members' goals of clinical practice. Recruitment and retention of occupational therapy faculty members are crucial issues for program administrators, whereas competence in research and teaching is a crucial issue for faculty members. Future studies will need to address not only how these challenges are being met, but also how occupational therapy educators can most successfully and effectively combine their academic and clinical identities. L
